A 23 year old male kick boxer presented with a 24 hour history of pain and being unable to extend the interphalangeal joint of the left thumb. There was no history of trauma or any other risk factor for spontaneous rupture of the extensor pollicis longus tendon. On the previous day, he had been doing reverse press ups on the dorsum of his hands with his wrists hyperflexed as part of his training for kick boxing. At operation the extensor pollicis longus tendon was found to be divided at the level of the dorsal tubercle of the radius and was not directly repairable. The treatment was an extensor indicis proprius transfer. We suggest that the cause of the tendon rupture was direct pressure on the dorsal tubercle of the radius sustained while performing reverse press ups. (Br J Sports Med 1998;32:178-179) Keywords: tendon rupture; extensor pollicis longus; kick boxing Spontaneous rupture of extensor tendons at the wrist usually aVects the extensor pollicis longus, and the most common causes are fracture of the distal radius 1 and rheumatoid arthritis.
Spontaneous rupture of extensor tendons at the wrist usually aVects the extensor pollicis longus, and the most common causes are fracture of the distal radius 1 and rheumatoid arthritis. 2 Other causes of spontaneous rupture include osteoarthitis of the radioulnar joint, 3 fluoroquinolone antibiotics, especially with the concomitant use of corticosteroids, 4 and certain sporting activities. Sports associated rupture of the extensor pollicis longus tendon has been reported in a 17 year old diver, 5 a 69 year old tennis player, 5 a 29 year old practicing judo, 6 and a 19 year old woman turning the steering wheel of her car. 7 Case history A 23 year old right hand dominant male kick boxer presented with a 24 hour history of an inability to extend the interphalangeal joint of his left thumb and with pain. On the previous day, he had been training for a national competition. Part of his training involved press ups on the dorsum of his hands with his wrists hyperflexed, and during this exercise he felt pain in his wrist. Later that evening he had pain in his left thumb which he was unable to extend fully. There was no history of antibiotic or corticosteroid use and no evidence of degenerative joint disease.
Examination showed him to be a physically fit and well built 23 year old. He was unable to extend his left thumb at the interphalangeal joint and had reduced power in extension at the metacarpophalangeal joint. A deficiency in the extensor pollicis tendon could be demonstrated at the wrist.
At surgical exploration, the extensor pollicis longus tendon was found to be divided at the level of the dorsal tubercle of the radius (fig 1) . The tendon was attenuated over a considerable distance and was not suitable for direct repair. An extensor indicis proprius transfer was performed. The repair was protected with a splint for four weeks and was then mobilised. At eight weeks the patient had full range of movement of his left thumb and index finger, and at 12 weeks he returned to training.
Discussion
This unusual injury was probably a result of the reverse press ups which were part of the training routine of this patient. They involved carrying his weight on the dorsum of the hand through a flexed wrist. This is in contrast with conventional press ups where weight is carried on the palm through an extended wrist. The position of this reverse press up potentially places pressure on the dorsal tubercle of the radius. We propose that this resulted in a crush injury to the tendon causing rupture, a mechanism described by Denman. 8 Attrition ruptures of tendons are rarely suitable for direct repair, and possible cases should be referred to a specialist hand unit. The extensor indicis proprius transfer is recommended by most surgeons when direct repair of the extensor pollicis longus is not possible, as it has an appropriate direction and excursion. We report this case, as rupture of the extensor pollicis longus tendon would appear to be a risk factor in sports people performing reverse press ups. We advise anyone doing these exercises to ensure that the wrists are well padded before transferring any weight to them.
Commentary
Specific sporting activities often demand unusual postures or high pressure to structures not normally designed for such biomechanical stress. This case identifies an unusual presentation of rupture of extensor pollicis longus, but for some time before the actual rupture, possibly a period of six to eight weeks, this patient would have had symptoms.
It would therefore be prudent for trainers, coaches, and therapists involved in this particular sport, and possibly others, to make the sportspersons themselves aware that the tendons around the hand are vulnerable, and, if they have symptoms on moving specific tendons, then they should seek advice from their coach or trainer, and, if abnormal postures are being employed, great care should be taken to avoid this particular event.
The authors have presented this well and have highlighted an unusual mode of presentation of this particular tendon rupture.
I am not entirely certain that padding the wrist would be wholly protective against rupture and would caution against relying on this technique to avoid trouble. The local anatomy is such that the tendon is almost certainly ischaemic for prolonged periods of time when the wrist is flexed. Padding would not help this. Nonetheless, I commend the authors for bringing this interesting and novel problem to our attention. Every patient with a history of injury to the head, neck, or chest should be assessed for possible laryngeal injury.
1 Sports related laryngeal injury is uncommon and its diagnosis diYcult. 2 As laryngeal trauma may precipitate delayed airways problems, it is important that diagnosis is prompt and management eVective. 3 This case serves to illustrate some of the above and potential pitfalls in diagnosis.
Case report
A 33 year old man was seen as an emergency two hours after a game of football in which he suVered blunt injury to the mandible and neck. The injury was sustained by a direct blow to the left side of the jaw by an opponent's thigh during a mid air collision. He had neck and jaw pain exacerbated with movement and dysphagia. On examination, the left side of the neck was tender, particularly over the hyoid bone and ramus of the mandible. There was no crepitus, swelling, or bruising. Blood was present in the left external auditory meatus from a laceration in the canal but the eardrum was intact. He had no stridor. Radiographs of the soft tissues of the neck were unremarkable (fig 1) . A radiograph of the mandible showed an undisplaced fracture at its neck on the left and a midline fracture of the body (fig 2) . The patient was admitted to the hospital and spent an uneventful night. The following morning he had developed hoarseness and a short episode of dyspnoea which resolved spontaneously. Flexible nasendoscopy showed a supraglottic haematoma covering the right arytenoid cartilage causing 20% narrowing of the airway (fig 3) . Repeat soft tissue x ray of the neck showed a supraglottic shadow (fig 4) . Treatment was started with oral prednisolone 20 mg three times a day, analgesia, and voice rest. The patient improved over the next day and was monitored with flexible nasendoscopy for another day before being discharged with a five day course of steroids and analgesia. The fractured mandible required conservative treatment only. 
Discussion
Laryngeal trauma is a potentially life threatening injury because of the ease with which the airway can be compromised. This can be immediate or delayed. In the context of non-contact sports, the attendant doctor may not realise the significance of apparently minor external head and neck injury and/or be distracted by other more symptomatic injuries. Later a patient's condition can deteriorate unexpectedly and the airways become obstructed. The above case serves to illustrate the delay between the initiating trauma and the time of maximum threat to the airway, usually in the first 24 hours after injury. Our patient did not complain of any symptoms suggestive of compromise to the airway at presentation. His dominating symptoms were related to his mandibular fracture. It is a credit to the accident and emergency team that the possibility of laryngeal trauma was realised and the patient admitted for observations. The following day he noticed dyspnoea and hoarseness suggesting a degree of compromise to the airway. 4 This deterioration was due to inflammatory oedema. Although the radiographs of the patient's neck confirmed the presence of laryngeal injury, plain radiology is not a reliable investigation. Endoscopy, flexible and/or direct, is necessary to assess laryngeal injury. This may be combined with computed tomography or magnetic resonance imaging. The appropriate management of minor haematoma is conservative with a minimum 24 hours observation period. 5 The use of steroids in laryngeal injury is controversial. Some authorities use steroids routinely claiming that, by reducing the inflammatory response and the resultant oedema, the threat to the airway is reduced, and early surgical intervention, if needed, results in improved reconstruction. 6 There has been no randomised study of their benefit in conservatively treated laryngeal injury. 7 Steroids used early have shown benefit in the treatment of spinal cord injury presumably by limiting oedema. 8 Whether this is relevant to laryngeal injury has not been established. The policy at our unit is to use a short course of steroids with the aim of reducing mucosal oedema. It should be emphasised that close observation and timely intervention to protect the airway are the key elements in management of less serious injury. More serious laryngeal trauma may require immediate life saving manoeuvres such as intubation or establishment of a surgical airway. Later complex reconstructive laryngeal surgery may be appropriate. The association of mandibular and laryngeal injury has been reported previously. 9 This can mask and/or detract from diagnosis of laryngeal injury.
In conclusion, when dealing with sports related head and neck trauma, the assessing doctor must (a) have a high index of suspicion for laryngeal trauma, (b) not be distracted from diagnosing laryngeal injury by more obvious injuries, (c) be aware that the time of maximum threat to the airway may be delayed by up to 24 hours, and (d) use a systematic method of assessment and management based on the following principles: resuscitation, accurate and thorough history and physical examination, appropriate investigations, airway monitoring, and early referral to the otolaryngologists in cases of suspected laryngeal injury. Janet Stringfellow FRCR, Senior Registrar in Radiology, interpreted the x ray findings and labelled the figures.
Commentary
One of the tenets "carved in stone" during the proper training of an otolaryngologist is that patients with closed laryngeal injuries (usually caused by karate chops or, before the days of car seat belts, steering wheel/laryngeal deceleration impact) are always admitted for overnight observation and airway monitoring. The reason cited for this is that the airway compromising swelling may be delayed for up to 24 hours. Although this article is anecdotal and not statistically at all valid, it nonetheless provides a very well illustrated example which underlines this extremely important and inviolable standard of practice. It would, of course, be diYcult to find statistically viable numbers, and unethical to do a controlled trial. Case report A 32 year old sportsman had a nine year history of intermittent right iliac fossa and right groin pain. His symptoms had initially developed after a rugby match in which there was no history of trauma. The pain would become worse in the evening after a match, especially after alcohol. It was relieved by lying flat and taking non-steroid anti-inflammatory drugs. In between the episodes he was asymptomatic, but as a result of the pain he was forced to stop playing rugby.
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In the past, clinical examination had shown a tender fullness in the right iliac fossa and he was therefore investigated for possible Crohn's disease. Barium studies of the large and small bowel were, however, normal. An abdominal ultrasound scan was arranged but he failed to attend.
He was seen by a rheumatologist; examination showed no abnormality and no bony tenderness was noted. Resisted movement failed to reproduce the pain. Plain pelvic and lumbar spine x rays were unremarkable, and a bone scan was reported as "normal" (fig 1) . As there was no evident cause for the pain, he was referred for physiotherapy. A few months later, he presented as an emergency with an acute exacerbation. On examination, the abdomen was soft, but there was marked local tenderness in the right groin and iliac fossa, without guarding. The hernial orifices were intact. He was treated successfully with bed rest and analgesia. All initial investigations (blood tests, mid stream urine and abdominal x ray) were normal.
An intravenous urogram showed a vague area of increasing density in the right hemipelvis (fig 2) , and a normal left renal tract. Ultrasound showed gross hydronephrosis with marked cortical thining in the right pelvic kidney, and an isotope renogram He has subsequently undergone a right pelvic nephrectomy with an unremarkable recovery. Histology confirmed a hydronephrosis secondary to a pelviureteric junction (PUJ) stenosis. At six weeks follow up, he was well and asymptomatic.
Discussion
Groin pain is a common problem among sportsmen and athletes; 1 2 its management must be based on an accurate diagnosis. Acute conditions such as strains, hernias, and muscle ruptures are easily diagnosed and adequately treated. However, in many cases the pain develops gradually with uncharacteristic symptoms, which may be diVuse and non-specific, making the diVerential diagnosis very diYcult.
Defects in embryological renal development may lead to ectopic or maldeveloped renal systems. The kidneys arise from the lower pole of the urogenital ridge and migrate upwards during fetal development. Failure of migration results in a pelvic ectopic kidney. 3 The problems associated with pelvic kidneys usually relate to impaired urinary drainage with secondary obstruction or stone formation. They are also more susceptible to minor trauma. In the adult, presentation is typically that of pain especially after a fluid load (Brewers kidney). An ectopic kidney must be considered if an unsuspected mass is palpated in the abdomen. Diagnosis may be made by ultrasound scan, and obstruction confirmed by intravenous urogram and isotope studies.
This case highlights three important points. Firstly, pain precipitated by a fluid load (alcohol) should make one suspect PUJ obstruction. Secondly, an ultrasound scan should be high on the list of investigations for any mass. This was arranged but the patient failed to attend. Finally, it is important to review the imaging, as errors are occasionally made in reporting. Had the bone scan been reviewed, the large area of increased activity in the right hemipelvis might not have been dismissed as bladder.
In conclusion, we present an unusual cause of abdominal and groin pain in a sportsman. It demonstrates the importance of good clinical history taking and examination in order to develop a working diagnosis and plan of investigations. Not all pains in sportsmen are necessarily related to injury. 
